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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. ZM
Relevant clinical history and physical exam. A 70-year-old female, pre-
sented to emergency department with retrosternal chest pain with
sweating for past six hours. Her ECG revealed Anterior ST elevation
Myocardial infarction (STEMI) and prompt reperfusion with sterpto-
kinase was initiated. However, patient continued to have chest pain
despite thrombolysis and ST segment resolution at 90 minutes was<
50%. Patient was planned for rescue percutaneous coronary inter-
vention (PCI)in accordance with current guidelines.
Relevant test results prior to catheterization. Her two dimensional echo
cardiogram revealed hypokinesia in Left anterior descending artery
territory with overall ejection fraction of 40-45%. Routine biochem-
istry was normal.[INTERVENTIONAL MANAGEMENT]
Procedural step. The left system was engaged with Launcher guiding
catheter (Medtronic Vascular,USA). A hydrophilic guidewire -Fielder
FC (Asahi Intec co.) was used to cross the lesion. After crossing the
lesion, thrombus aspiration was initiated with Thrombuster II (Kaneka
Corporation, Japan) catheter. Thereafter, the lesion was predilated
sequentially with semi-compliant angioplasty balloons upto 10 atm
pressures with good distal ﬂow. A Promus Element TMPlus (Boston
Scientiﬁc Corporation, USA) stent of 2.75x20 mm size was deployed at
high pressure of 12 atm. But as the stent was under-expanded in mid
portion we decided for post dilatation.(video 3) However, accidentally
the guidewire also removed. LAD was rewired with same guidewire
with a little difﬁculty and a non-compliant (NC) balloon (3.0 x 9 mm)
was attempted to cross the stent but it could not negotiate the prox-
imal portion of stent. After removing the balloon, it was clearly visible
that the proximal portion of stent was distorted (video 4) and the
guidewire had crossed the stent through proximal struts rather than
coaxially. The guidewire was retracted into LCX and a new Fielder-FC
wire was gently maneuvered into LAD carefully. Then a compliant
balloon (2.0x10 mm) was able to cross it and the proximal stent was
dilated. Subsequently a NC balloon of 3.0x9.0 mm was used to cross
the stent but it failed. Guide catheter was reengaged coaxially into
LAD. The NC balloon now easily crossed and high pressure dilatation
was done. Final result was good (video 5).
J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5 S317Case Summary. The new generations DES have thinner struts leading
to excellent track ability, crossing proﬁle, visibility but at the cost of
diminished longitudinal strength. The Promus Element platform is
notorious for this. In present case, if wire would not have accidentally
removed, the case would have gone smooth. However, rewiring in
stented vessel should always be done with keeping in a mind that wire
might have passed in between the struts and stent may deform. Until,
you are doubly sure that the wire in lumen does not force any balloon,
IVUS catheter or other devices. A coaxial guiding catheter is also vital
component of smooth delivery of devices into coronary lumen distal
to lesions.HIGH RISK PATIENTS: DIABETES, HEART FAILURE, RENAL
FAILURE, OTHERS (TCTAP C-138 TO TCTAP C-144)
TCTAP C-138
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Registration number 3768/2014
Relevant clinical history and physical exam. A 50 years old male got
admitted into National Institute of Cardiovascular Diseases, Dhaka on
14th June 2014, diagnosed as Old MI (Inferior) with unstable angina.
Patient had H/O Acute MI (inferior) with primary PCI & stenting to LCX
on 23rd May,2010, H/O CABG on 24th Dec,2011, PTCA & Stenting to
distal LAD after LIMA-LAD graft and RSVG-OM graft on 2nd Nov, 2013.
Patient regularly followed up with good compliance but noticed chest
discomfort on minimal exertion for last one month.
Relevant test results prior to catheterization. Patient is hypertensive,
diabetic & dyslipidemic but well controlled. Echocardiography
revealed OMI (inferior) with septal hypokinesia & EF- 52%, HbA1TCTAP
C-5.6%, Serum creatinine- 0.6mg/dl, Total Cholesterol-165mg/dl,
Triglycerides-170mg/dl, LDL- 72mg/dl, HDL- 35mg/dl, ESR- 62mm/1st
hour, Hs-CRP- 6.0 mg/L (Low risk < 1.0 mg/L), Fibrinogen- 430mg/dl
(200 – 300mg/dl), Lipoprotein(a)- 9mg/dl (< 14mg/dL), Homocysteine -
22mmol/L (5 to15mmol/L).
Relevant catheterization ﬁndings. Coronary angiogram was done on 2nd
Nov 2013, revealed double vessel disease at native vessels (LAD: osteal
to mid part, long diffuse lesion 80-90%, LCX stent was patent, OM1:
proximal part 80-90% stenosis, OM2: proximal part 80-90% stenosis,
RCA-normal and non-dominant). Graft angiography showed 80-90 %
lesion at distal part of LAD after LAD –LIMA graft and 80-90% at
RSVG-OM2 graft.
